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The  United  States  Armed  Forces  is  an  all  volunteer  force  comprised  of  male  and 
female  troops  with  women  accounting  for  20%  of  force  strength.  Military  personnel  face 
unique  challenges  such  as  war,  deployment  and  field  training  and  two  issues  that  affect 
military  women  -  menstruation  and  pregnancy  -  have  an  impact  on  these  duties. 

This  article  discusses  menstruation,  the  myth  of  a  “period”  and  the  use  of 
continuous  oral  contraceptives  for  period  suppression.  Also  discussed  is  unintended 
pregnancy  during  deployment  or  war  that  has  a  significant  impact  on  military  operations. 
In  addition  to  period  suppression,  the  use  of  oral  contraceptives  provides  pregnancy 
prevention,  thus  increasing  morale  and  saving  money.  The  many  established  health 
benefits  of  hormone  use  as  well  as  potential  risks  are  also  presented.  For  women  who 
cannot  tolerate  the  use  of  estrogen,  Depo-Provera  is  examined  especially  as  it  relates  to 
the  special  needs  of  military  women.  The  Mirena,  an  intrauterine  device,  is  explored  as  a 
possibility  of  period  suppression  as  well  as  having  a  function  in  the  unique  situation  of 
enemy  capture  and  prisoner  of  war. 

Finally,  this  article  suggests  implementation  of  an  Air  Force  wide  Commander’s 
Policy  that  addresses  these  issues  from  entry  to  exit  in  a  military  woman’s  career.  The 
money,  time  and  effort  to  implement  such  a  policy  would  support  and  benefit  all  female 
military  troops  personally  and  support  successful  mission  accomplishment  globally. 


Women  in  War  1 


Women  in  War: 
Operational  Issues 


By 

Leslie  A.  Christopher,  Major  (sel),  USAF,  NC 
27  May  2004 


Women  in  War  2 


Introduction 

The  Armed  Forces  of  the  United  States  no  longer  consist  of  an  all-male  force;  women  are 
now  integral  members  of  the  all-volunteer  military  services.  Military  women  seek  equitable 
treatment  even  while  realizing  men  and  women  are  not  the  same,  they  have  differences.  Female 
and  male  troops  have  different  physical  concerns.  Operational  issues  such  as  deployment  and 
field  training  impact  military  women  as  regards  menstruation  and  pregnancy  in  a  way  that  does 
not  exist  for  men  or  in  a  civilian  setting.  Military  women  desire  and  are  receptive  to  methods  of 
period  suppression  especially  during  times  of  deployment  and  field  training,  yet  they  remain 
uninformed  of  available  methods  and  without  access  to  materials  to  make  that  happen  (Powell- 
Dunford,  et  al,  2003).  The  purpose  of  this  paper  is  the  discussion  of  pregnancy  and 
menstruation,  two  operational  issues  that  affect  military  women  in  the  field.  Also  discussed  are 
strategies  to  address  these  issues  such  as  the  use  of  continuous  oral  contraceptives  and  options 
for  women  who  caimot  tolerate  the  use  of  estrogen. 

We  already  have  at  hand  reliable  and  reasonable  means  to  support  period  suppression, 
prevent  pregnancy,  and  provide  short  and  long  term  health  benefits  to  women.  We  now  need  to 
implement  a  program  that  will  make  the  information  and  materials  easily  available  to  all  women 
of  the  military.  With  the  high  ops  tempo  we  currently  maintain  and  that  is  projected  to  continue 
unabated,  we  cannot  afford  to  lose  or  be  limited  in  our  use  of  personnel  due  to  physical  issues 
that  could  be  easily,  and  economically,  addressed. 

Women  are  often  hesitant  to  present  concerns  that  are  specifically  female  due  to  a  fear  it 
will  support  the  proposal  that  women  should  not  be  in  the  military  (Wardell  &  Czerwinski, 

2001).  Ritchie  (2001)  also  echoed  that  military  women  felt  it  was  counterproductive  to  focus  on 
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potential  difficulties  of  women  in  the  field  because  it  may  lead  to  the  belief  that  women  should 
be  excluded  from  militaiy  service. 

Meeting  the  specific  health  needs  of  female  troops  women  will  not  weaken  our  military 
but  rather  strengthen  an  irreplaceable  resource  (Wardell  &  Czerwinski,  2001).  Bringing  these 
issues  to  light  should  not  be  an  excuse  to  bar  women  from  serving  in  the  military,  but  a  means  to 
enhance  a  critical  manning  asset.  Women  are  proud  to  serve  in  the  military  and  they  are  a 
valuable  part  of  mission  accomplishment. 

Women  in  Military  Service 

Throughout  American  history,  women  have  made  significant  contributions  to  the 
operations  of  war  and  in  support  of  our  Armed  Forces.  Women  have  served  as  combatants  and 
as  noncombatants.  From  the  American  Revolution  to  Operation  Iraqi  Freedom,  women  have 
operated  as  spies,  cooks,  secretaries,  drivers,  and  nurses,  just  to  name  a  few.  Today’s  modem 
women  serve  in  expanded  roles  in  maintenance  crews,  armored  divisions  and  as  pilots.  In  the 
Civil  War,  women  had  to  disguise  themselves  as  men  to  fight  as  combatants;  in  recent  military 
operations  women  fought  side-by-side  with  men.  Over  95%  of  all  jobs  in  the  military  are  now 
open  to  women  and  the  percentage  of  women  serving  on  active  duty  has  more  than  doubled  since 
1978,  making  up  20%  of  the  force  by  the  year  2000  (Wardell  &  Czerwinski,  2001).  Each  branch 
of  the  United  States  military  depends  on  an  all- volunteer  force  and  women  are  an  integral 
component  of  force  strength. 

In  the  past,  warfare  had  a  well  delineated  “front”  line  that  was  typically  manned  by  all 
male  troops.  Today,  in  the  fluidity  of  modem  warfare,  the  battle  line  is  rapidly  movable  and 
attacks  can  occur  to  the  front  line  as  well  as  to  the  “rear.”  Infantry  units  at  the  front  may  still  be 
mostly  male  troops,  but  as  was  evidenced  in  the  most  recent  conflict  in  Iraq,  the  support  units  — 
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cooks  and  maintenance  crews  —  located  at  the  rear,  were  the  ones  who  eame  under  attack  and 
capture. 

Military  Readiness  and  Deployment 

Military  readiness  is  a  uniquely,  demanding  challenge  for  personnel  of  the  Armed  Forces 
that  is  not  replicated  in  the  civilian  sector.  Military  readiness  affects  every  level  of  operations, 
cadets  at  universities  in  field  exercises,  troops  at  boot  camps  entering  military  service,  and 
personnel  stationed  at  military  bases  throughout  the  world. 

Schneider,  et  al.  (1999)  wrote  about  the  challenges  facing  female  cadets  at  West  Point  as 
regards  menstrual  fiinction.  The  cadets  expressed  concern  that  menstruation  and  the  need  for 
menstrual  materials  interfered  with  their  activities.  Although  it  was  reported  that  changes  were 
made  to  address  the  need  for  menstruation  materials  and  adequate  disposal,  period  suppression 
would  virtually  eliminate  this  concern  as  well  as  the  possibility  of  menstruation  interfering  with 
activities. 

A  qualitative  study  by  Wardell  and  Czerwinski  (2001)  suggested  that  a  portion  of  women 
deployed  during  Desert  Storm  found  the  management  of  menses  difficult  while  they  carried  out 
their  daily  duties.  These  difficulties  included  obtaining  menstrual  supplies  and  managing 
consequences  of  menstruation.  Some  women  did  not  want  to  stop  to  attend  to  menstrual  needs 
as  they  felt  it  would  tear  down  team  effort.  Women  expected  and  wanted  to  do  equal  work,  but 
often  found  it  difficult  during  menses  wdthout  more  frequent  breaks.  One  woman  reported  that  if 
she  had  been  in  combat  with  her  present  menstrual  cycles,  she  would  have  been  unable  to  cope 
which  brings  up  an  important  point.  Even  if  a  woman’s  menses  does  not  pose  any  problems 
during  one  deployment,  years  later  her  menses  may  be  of  an  entirely  different  nature.  Studies  by 
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Hanna  (1992),  Ritchie  (2001),  and  Markenson  and  Raez  (1992)  also  reflect  similar  findings  for 
women  during  deployment. 

Personnel  stationed  at  combat  bases  may  experience  a  high  exereise  tempo,  exereising 
every  few  months  with  increased  frequency  prior  to  an  inspection.  In  this  case,  troops  are  not 
technically  deployed,  but  nonetheless  face  a  heightened  field  exercise  tempo.  This  can  involve 
the  wear  of  chemical  warfare  protective  gear  called  Mission  Oriented  Protective  Posture  (MOPP) 
gear.  MOPP  4  entails  the  wear  of  all  equipment,  including  a  flak  vest  weighing  approximately 
20  pounds  and  a  gas  mask,  for  up  to  eight  hours  at  a  time.  Dealing  with  daily  bodily  functions 
while  in  MOPP  4  can  be  challenge  enough  without  the  added  difficulty  of  changing  menstrual 
materials.  This  challenge  is  only  exacerbated  while  in  real  world  scenarios. 

The  Menstrual  Cycle 

When  a  woman  is  not  pregnant  or  breastfeeding,  her  natural  hormonal  eycle  produces  a 
monthly  period.  Historically,  women  had  perhaps  50  periods  in  a  lifetime  as  compared  to 
women  of  today  who  can  have  as  many  as  450  periods  in  a  lifetime  (Miller  &  Hotter,  2001). 

Why  the  difference?  Years  ago,  women  became  pregnant  at  a  much  earlier  age  and,  without 
benefit  of  effective  contraceptive  measures,  had  numerous  pregnancies.  It  was  not  imcommon  to 
have  10  to  13  pregnaneies  in  a  lifetime  with  only  three  of  the  offspring  surviving  to  adulthood. 
During  those  pregnaneies,  a  woman  would  be  period-free.  Assuming  she  breastfed  even  for  only 
a  year  per  pregnancy  (and  many  breastfed  for  longer),  with  13  pregnancies,  she  would  be  period- 
free  for  approximately  26  years  of  her  life.  In  the  1800s,  when  a  life  expectaney  was  38  years,  a 
woman  had  very  few  periods.  Even  in  1 900,  when  an  average  life  expectancy  increased  to  45-48 
years,  the  number  of  periods  in  a  lifetime  was  small.  The  induction  of  amenorrhea  with  the  use 
of  hormonal  contraception  essentially  mimics  a  similar  process. 
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Without  an  understanding  of  our  past,  women  may  be  fearful  of  not  having  a  monthly 
period.  Many  women  think  their  period  is  a  healthy  way  to  “cleanse”  the  uterus  and  are 
concerned  there  will  be  a  build  up  of  tissue  and  blood  without  it.  They  have  been  told  it  is  “bad” 
if  they  do  not  have  periods.  Women  are  not  entirely  wrong  in  their  thinking.  It  is  true  that  if  a 
woman  has  secondary  amenorrhea  or  irregular  periods  and  is  not  taking  hormonal  contraception, 
she  should  be  seen  by  her  provider  due  to  concerns  of  the  consequences  of  unopposed  estrogen 
and  the  resulting  risk  of  endometrial  hyperplasia  and  cancer.  However,  having  “periods”  is  not 
the  same  when  using  OCs. 

The  Myth  of  a  “Period” 

When  a  woman  is  using  hormonal  contraception,  the  monthly  “period”  is  not  a  true  build 
up  of  the  endometrial  lining  with  its  subsequent  shedding  secondary  to  ovulation.  Under  the 
influence  of  hormonal  contraceptives,  women  do  not  ovulate  and  thus  the  lining  of  the  uterus 
does  not  build  up.  There  is  no  need  to  shed  this  thin  lining  monthly.  When  women  stop  their 
pills  for  one  week,  instead  of  a  “period,”  they  actually  experience  a  “withdrawal  bleed”  which  is 
a  reaction  to  not  taking  the  hormones.  Essentially,  this  withdrawal  bleed,  or  false  period,  mimics 
the  regular  menstrual  cycle.  Oral  contraceptives  were  designed  this  way  when  they  were  first 
introduced  in  the  1960s  so  as  to  be  more  acceptable  to  the  general  public  as  well  as  to  religious 
institutions  that  might  oppose  them  (Miller  &  Hughes,  2003). 

Period  Suppression 

As  far  back  as  27  years  ago,  in  1977,  Loudon  established  that  a  withdrawal  bleed  every 
three  months  was  acceptable  and  effective,  but  it  was  not  adopted  in  the  community  at  large 
(Miller  &  Hughes,  2003;  Loudon,  1977).  There  is  no  known  medical  benefit  to  monthly 
withdrawal  bleeds,  yet  women  continue  to  be  prescribed  the  standard  OC  regimen  (Kaunitz, 
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2000).  Nonetheless,  an  off-label  use  of  OCs  for  period  suppression  has  been  used  for  many  years 
to  address  medical  problems  that  worsen  with  menstruation  such  as  endometriosis  and  menstrual 
migraines.  Savvy  users  of  OCs  have  known  they  could  postpone  a  withdrawal  bleed  when 
needed  to  accommodate  dates  such  as  weddings,  honeymoons  and  vacations. 

More  recently,  period  suppression  has  been  embraced  by  the  majority  of  health  care 
providers.  Seasonale,  a  monophasic  combination  of  estrogen  and  progestin  contraceptive  pill, 
was  approved  by  the  Food  and  Drug  Administration  in  September  of  2003.  It  is  the  first 
dedicated  OC  created  to  reduce  the  number  of  menstrual  cycles  yearly  and  is  taken  continuously 
for  84  days  followed  by  seven  placebo  days.  Seasonale  is  designed  to  suppress  periods  so  that  a 
woman  has  a  withdrawal  bleed  only  four  times  a  year. 

A  recent  study  of  United  States  Army  women  showed  they  are  receptive  to  period 
suppression  and  had  a  strong  desire  for  amenorrhea  in  the  field  setting,  yet  the  practice  of  using 
continuous  OCs  to  do  so  had  not  been  considered  by  most  (Powell-Dunford,  et  al,  2003).  This 
supports  the  need  for  education  and  information  for  military  women. 

In  recent  years,  the  patch  (Ortho-Evra)  and  the  ring  (NuvaRing)  were  introduced  on  the 
market,  both  methods  of  birth  control  that  combine  estrogen  and  progestin.  These  newer 
methods  could  potentially  be  used  for  period  suppression,  however,  no  studies  are  published  at 
present  to  support  this.  Further  studies  are  still  needed  to  determine  what  combination,  route  and 
dosage  of  hormones  will  most  successfully  suppress  periods.  These  questions  are  as  of  yet 
imanswered. 

OCs  -  Pregnancy  Prevention,  Period  Suppression  and  Health  Benefits 

Despite  a  wide  variety  of  contraception  options,  unintended  pregnancies  still  accoxmt  for 
half  of  all  pregnancies  in  the  United  States.  The  unintended  pregnancy  rate  was  highest  among 
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women  ages  18-24,  unmarried,  low-income,  black  or  Hispanic  (Henshaw,  1998).  In  the  military, 
unintended  pregnancy  mirrors  the  civilian  statistics  as  it  is  associated  with  lower  rank,  younger 
age,  single  marital  status,  lower  income,  and  lower  education  level  (Hughes  &  Staren-Doby, 
2003;  Clark  &  Holt,  1998).  Battista  and  Creedon  (1999)  reported  that  25%  of  all  unintended 
pregnancies  among  Army  soldiers  occurred  in  women  with  less  than  one  year  on  active  duty 
(unpublished  data  from  the  Army  Pregnancy  Study,  1992-1996).  The  soldiers  self-reported  an 
inability  to  obtain  OCs  secondary  to  limited  access  to  care  where  they  were  told  a  Papanicolaou 
exam  was  required  and  no  appointment  was  available. 

Pregnancy  that  occurs  during  deployment  or  war  can  have  serious  repercussions  on 
morale  and  readiness.  The  estimated  cost  to  evacuate  a  pregnant  woman  out  of  theater  is 
$10,000.  It  was  the  most  common  reason  for  women  to  be  evacuated  from  theater  in  the  Persian 
Gulf  War  (Ritchie,  2001).  Pregnancy  was  also  the  single  largest  reason  for  evacuation  of  female 
soldiers  out  of  theater  during  Operation  Desert  Storm  (Hanna,  1992).  While  it  is  acknowledged 
General  Order  states  clearly  that  sexual  contact  is  prohibited,  the  figures  of  sexually  transmitted 
infections  as  well  as  pregnancy  rates  indicate  human  nature  may  have  difficulty  complying.  It 
must  also  be  acknowledged  that  it  took  “two  to  tango”  for  a  military  woman  to  become  pregnant, 
however,  she  alone  bears  the  burden  of  the  pregnancy.  Adequate  prevention  of  pregnancy 
increases  morale,  saves  money  and  promotes  mission  accomplishment. 

Aside  from  the  obvious  benefits  of  suppressing  periods  and  preventing  imwanted 
pregnancies,  an  abvmdance  of  studies  demonstrate  important  noncontraceptive  health  benefits 
conferred  by  oral  contraceptives  (OCs).  Educating  military  women  about  the  benefits  of  OCs 
will  allow  them  to  take  advantage  of  the  positive  health  effects  (Jensen  &  Speroff,  2000).  The 


Women  in  War  9 


health  benefits  derived  from  OC  use  can  also  include  an  improved  health  status  later  in  life 
(Burkman,  et  al,  2001). 

One  of  the  best  established  and  consistently  demonstrated  major  benefit  of  OCs  is  a 
reduction  in  the  risk  of  ovarian  cancer  (Williams,  2002).  Epidemiological  studies  confirmed  that 
combined  OCs  provide  substantial  protection  against  endometrial  and  ovarian  cancers  and 
suggest  that  the  protection  is  long-lasting,  persisting  for  15  years  or  more  after  stopping  OC  hse 
(La  Vecchia,  et  al,  1996).  These  results  were  independent  of  estrogen  and  progestogen  doses  and 
the  formulations  used  (Williams,  2002).  It  is  suggested  that  progesterone  is  the  protective 
mechanism  that  counteracts  the  endometrial  proliferative  effect  of  vmopposed  estrogens  and 
reduces  estrogen-associated  endometrial  hyperplasia  (Cancer  and  Steroid  Hormone  Study,  1987). 

The  risk  of  ovarian  cancer  in  women  who  had  ever  used  OCs  was  40%  less  than  those 
who  had  never  used  OCs.  This  risk  was  further  reduced  in  women  who  reported  longer  use  and 
the  greatest  reduction  in  risk  of  disease  (80%)  was  seen  in  women  using  OCs  for  10  or  more 
years.  Reduction  in  risk  was  not  related  to  specific  OC  formulations  (Williams,  2002). 

There  is  also  evidence  suggesting  that  the  use  of  OCs  lowers  the  risk  of  colon  and  rectal 
cancer.  A  meta-analysis  found  a  greater  than  50%  reduction  in  this  cancer  in  women  who  were 
current  users  and  an  18%  reduction  in  ever-users  of  OC  (Fernandez,  et  al,  1998).  This  protection 
may  arise  from  the  estrogenic  component  of  OCs,  because  estrogen  therapy  in  menopausal 
women  seems  to  provide  duration-of-use-related  protection  against  colon  cancer  and  its  mortality 
(Williams,  2002).  Hormonally  induced  changes  in  the  composition  of  bile  may  be  mediated  by 
estrogen  or  through  a  direct  effect  of  estrogen  on  gastrointestinal  mucosa  cell  growth  (Lointier, 
etal,  1992). 
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Another  well-established  benefit  of  OC  use  is  a  reduetion  in  the  incidenee  of 
hospitalization  of  women  for  pelvie  inflammatory  disease.  The  protective  effect  was  primarily 
evident  in  current  users  who  had  12  months  or  more  of  OC  use  even  after  adjustments  were 
made  for  medical  history,  sexual  history  and  activity,  and  availability  and  use  of  health  care 
(Williams,  2002).  The  preventive  mechanisms  at  work  include  thickening  of  cervical  mucus 
causing  a  barrier  to  infectious  organisms,  reduced  menstrual  flow  providing  less  favorable 
conditions  for  bacterial  growth,  and  decreased  retrograde  menstruation  (Williams,  2002). 

Epidemiologic  studies  have  consistently  demonstrated  protective  effects  of  OCs  against 
benign  breast  disease,  including  chronic  cystic  disease,  fibroadenoma,  and  breast  lumps 
(Williams,  2002).  This  is  further  enhanced  with  continuous  OC  use. 

One  reason  OCs  are  often  a  contraceptive  method  of  choice  is  their  direct  effect  on  the 
menstrual  cycle  (Williams,  2002).  Dysmenorrhea  is  believed  to  result  from  a  combination  of 
factors,  including  hyperactivity  of  the  myometrium  and  uterine  ischemia,  prostaglandin  synthesis 
and  release,  pituitary  hormones,  cervical  factors,  and  uterine  neuronal  activity  (Williams,  2002). 
Since  circulating  levels  of  estrogen  and  progesterone  as  well  as  ovulation  contribute  to 
dysmenorrhea,  OC-induced  anovulation  is  an  excellent  option  for  reducing  dysmenorrhea. 
Several  controlled  studies  have  evidenced  the  benefits  of  OCs  for  relief  of  dysmenorrhea 
(Larsson,  etal,  1992). 

A  reduction  or  elimination  of  iron-deficiency  anemia  through  the  reduction  of 
menorrhagia  is  another  added  benefit  of  OC  use.  The  use  of  OCs  directly  decreases  menstrual 
blood  loss  and  duration  of  flow,  thus  greatly  reducing  the  potential  of  iron-deficiency  anemia. 
After  3  to  6  months  of  use,  OCs  may  also  be  beneficial  in  increasing  ferritin  iron  stores 
secondary  to  reduced  blood  loss  (Larsson,  et  al,  1992).  While  menorrhagia  is  not  usually  a  fatal 
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condition,  nonetheless  it  has  a  substantial  impact  on  quality  of  life.  It  also  causes  fatigue, 
significant  discomfort,  loss  of  work  time,  and  social  embarrassment,  all  of  which  contribute  to 
great  difficulty  functioning  in  a  deployment  or  war  scenario  (Cote,  et  al,  2002).. 

Cycle  related  symptoms,  including  functional  ovarian  cysts,  chronic  pelvic  pain  from 
endometriosis  and  ovulation  (mid-cycle)  pain  generally  improve  with  the  use  of  OCs  (Jensen  & 
Speroff,  2000).  When  OC  formulations  contained  high-dose  estrogen  28  years  ago,  it  was 
apparent  that  the  beneficial  effect  of  OCs  on  ovarian  cysts  resulted  in  a  significant  reduction  of 
surgery  to  treat  functional  ovarian  cysts.  In  the  United  Kingdom,  there  was  a  50%  reduction  in 
functional  cysts  in  women  using  OCs  and  the  risk  reduction  for  corpus  luteum  cysts  was  even 
greater  at  78%  (Vessey,  et  al,  1987).  With  today’s  lower  dose  OCs,  some  debate  exists  as  to 
whether  the  same  benefit  of  a  decreased  risk  of  ovarian  cysts  still  exists  (Williams,  2002).  A 
recent  study  by  Christensen  and  colleagues  (2002)  foimd  that  low-dose  monophasic  OCs  seemed 
to  have  a  protective  effect  against  the  development  of  functional  ovarian  cysts,  independent  of 
the  type  of  progestin  and  dose  of  ethinyl  estradiol  used. 

OCs  prevent  ovulation  and  conception  effectively  and  thus,  are  one  of  the  best  single 
means  of  preventing  life-threatening  ectopic  pregnancy.  Among  women  who  use  no 
contraception,  Franks  and  colleagues  (1990)  foimd  the  rate  of  ectopic  pregnancy  to  be  2.6  per 
1000  women  years,  a  500-fold  difference  in  the  ectopic  pregnancy  incidence  of  0.005  per  1000 
women  years  among  women  who  use  OCs  (Burkman,  2001). 

Finally,  the  use  of  OCs  also  improves  acne  vulgaris,  a  major  health  concern  affecting 
approximately  27%  of  reproductive-age  women  (Burkman,  2001).  In  Redmond’s  (1997)  study 
that  looked  at  women  ages  15  through  49,  the  evidenced  showed  that  OCs  containing  a  low 
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androgenic  (norgestimate)  or  antiandrogenic  (drospirenone)  progestin  had  beneficial  effects  and 
was  an  effective  treatment  for  women  with  acne. 

Risks  Associated  with  OCs 

Oral  contraceptives  of  the  1970s  contained  high  doses  of  estrogen  (50  meg  to  150  meg  of 
ethinyl  estradiol)  that  conferred  an  increased  risk  of  cardiovascular  disease  (Inman,  et  al,  1970). 
These  risks  also  contributed  to  the  practice  of  limiting  the  use  of  OCs  in  women  over  the  age  of 
35.  This  attitude  was  held  until  1991  when  the  FDA  re-evaluated  the  evidence  in  light  of  today’s 
lower  dose  OCs  (Williams,  2002). 

Present  day  OCs,  with  reduced  estrogen  and  progestin  dosages,  have  significantly 
decreased  the  incidence  of  cardiovascular  complications.  The  results  from  the  FDA  re- 
evaluation  showed  that  an  increased  risk  is  now  only  associated  with  women  who  smoke  heavily 
(>15  cigarettes  per  day).  The  age  of  the  nonsmoking  user  of  low  dose  OCs  is  not  related  to 
cardiovascular  risk  (Rosenberg,  et  al,  2001).  A  study  by  the  World  Health  Organization  (WHO) 
(1995)  showed  that  even  venous  thrombotic  events,  the  one  remaining  excess  cardiovascular  risk 
of  today's  estrogen-containing  OCs,  is  not  related  to  age  of  the  woman  and  does  not  increase  the 
risk  beyond  that  of  age  alone.  Our  military  services  have  an  older  population  than  in  previous 
history,  with  approximately  30%  of  personnel  greater  than  39  years  of  age.  Nonsmoking, 
normotensive  women  can  benefit  from  period  suppression  and  the  use  of  low  dose  OCs  until 
menopause. 

Although  OCs  have  far  fewer  risks  with  the  introduction  of  low-dose  varieties,  no 
medication  is  entirely  without  risks.  In  1998,  the  World  Health  Organization,  after  reviewing  the 
evidence  regarding  the  use  of  hormonal  contraception  and  risks  of  venous  thromboembolism, 
myocardial  infarction  and  stroke,  reported  their  findings  as  follows. 
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If  a  woman  has  no  history  of  developing  blood  clots  in  her  veins,  her  risk  of  blood  clots 
with  the  use  of  OCs  is  very  small.  There  is  a  3  to  4  fold  increased  risk  of  venous 
thromboembolism  with  OC  use  which  translates  to  an  increase  from  1  in  10,000  to  2  in  10,000; 
however,  the  absolute  risk  is  half  that  associated  with  pregnancy  (5.9  in  10,000)  (Burkman, 

2001;  WHO  Scientific  Group,  1998). 

Smoking  remains  the  most  important  risk  factor  for  myocardial  infarction  in  women  aged 
1 8  to  49.  It  would  appear  that  current  use  of  low-dose  OCs  in  the  United  States  is  not  related  to 
an  increased  risk  of  acute  myocardial  infarction  among  nonsmokers  and  light  smokers. 

However,  the  risk  for  OC  users  who  are  both  older  (>  35  years)  and  heavy  smokers  may  be 
significantly  increased  (WHO  Collaborative  Study,  1997). 

The  risk  for  stroke  among  nonsmokers  who  use  OCs  is  negligible.  Any  possible  risk  can 
be  reduced  if  users  are  yoimger  than  35  years  and  do  not  have  a  history  of  hypertension.  The  risk 
for  hemorrhagic  stroke  attributable  to  OC  use  was  not  increased  in  younger  women  and  is  only 
slightly  increased  in  older  women  (WHO  Collaborative  Study,  1996). 

For  Women  Who  Cannot  Use  OCs 

Some  women  should  not  use  hormone  therapy  that  contains  estrogen.  This  includes 
women  with  a  history  of  blood  clots  in  the  legs,  breast  cancer  within  the  last  five  years,  severe 
liver  disease  and  those  women  who  are  older  than  35  years  of  age  and  smoke  heavily.  In  these 
cases,  the  levonorgestrel  intrauterine  system  (Mirena)  is  an  option.  An  intrauterine  device 
(lUD),  the  Mirena  provides  contraception  and  releases  progesterone  to  the  lining  of  the  uterus. 

It  works  by  decreasing  or  halting  the  build-up  of  the  uterine  lining  every  month  so  that  the  egg  is 
never  fertilized  or  implanted.  There  is  little  or  no  endometrial  lining  to  shed  in  menstruation. 

The  Mirena  is  approved  for  five  years  of  continuous  use.  This  method  provides  an  advantage  for 
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the  military  woman.  The  lUD,  once  placed,  requires  no  daily,  weekly  or  even  monthly 
remembering  to  take  a  pill  or  change  a  device.  This  can  be  helpful  during  deployment  when 
traveling  through  several  time  zones  as  well  as  shift  work  that  rotates  through  days,  evenings  and 
nights.  Issues  such  as  adequate  supplies  and  storage  of  the  Mirena  are  nonexistent  since  the 
device  remains  inside  the  uterus  for  five  years. 

A  woman  using  the  Mirena  lUD  also  will  notice  changes  to  her  menstrual  period.  During 
the  first  three  to  six  months,  she  will  have  frequent  spotting,  light  or  even  increased  bleeding. 

Her  monthly  period  may  be  come  irregular  and  some  women  may  have  heavy  or  prolonged 
bleeding.  For  a  certain  percentage  of  women,  the  bleeding  days  decrease  and  periods  cease 
completely.  Thus,  the  Mirena  could  also  be  considered  a  form  of  period  suppression,  with  the 
caveat  that  it  will  only  work  in  a  certain  percentage  of  women.  For  women  who  cannot  tolerate 
the  use  of  estrogen,  it  may  be  trialed  for  period  suppression. 

Enemy  Capture  -  Prisoner  of  War 

One  added  advantage  to  the  Mirena  is  the  pregnancy  protection  it  provides  under  the 
circumstance  of  capture  by  the  enemy.  Other  methods  previously  discussed  provide  period 
suppression  and  pregnancy  protection  as  long  as  a  woman  continues  to  use  them  without 
interruption,  but  under  captivity,  she  would  no  longer  have  access  to  her  supplies.  Pregnancy  is 
a  real  threat  for  captured  military  women.  While  the  attitude  is  correctly  held  that  all  torture  is 
torture  regardless  of  its  form,  and  men  as  well  as  women  can  be  raped,  it  is  only  women  who 
carry  the  extra  burden  of  the  possibility  of  pregnancy.  If  she  were  to  remain  in  captivity  for  even 
up  to  a  year,  she  could  possibly  conceive  and  deliver  in  the  hands  of  the  enemy.  The  Mirena 
would  prevent  against  pregnancy  for  up  to  five  years. 
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Another  creative  option  would  be  to  place  the  Mirena  and  simultaneously  take  a  low  dose 
OC  continuously.  Since  the  progestin  of  the  Mirena  only  works  locally  on  the  uterine  lining,  and 
is  not  absorbed  systemically,  this  would  not  be  an  overdose  of  hormones.  In  fact,  this 
combination  is  sometimes  recommended  to  a  patient  starting  a  Mirena  to  help  her  through  the 
first  six  months  of  irregular  bleeding  from  the  lUD.  If  a  military  woman  considered  herself  at 
high  risk  of  capture,  and  she  was  in  the  group  of  women  whose  periods  were  not  suppressed  with 
the  Mirena,  she  could  combine  hormonal  contraception  with  the  Mirena  for  period  suppression. 

If  she  were  to  be  captured,  she  might  lose  the  advantages  of  period  suppression,  but  would 
maintain  the  protection  against  pregnancy. 

Depo-Provera  -  Not  a  Great  Choice  for  Military  Women 
Depot  medroxyprogesterone  acetate  (DMPA;  Depo-Provera)  is  a  progesterone  only 
hormonal  contraception  administered  by  injection  every  three  months  and,  as  a  contraceptive,  is 
highly  efficacious.  It  is  considered  another  option  for  those  women  unable  to  tolerate  estrogen  or 
who  are  breastfeeding.  However,  a  number  of  clinical  issues  related  to  DMPA  complicate  its  use 
with  a  population  of  military  women.  The  common  side  effects  are  weight  gain,  bloating, 
headache,  acne,  depression,  and  a  delayed  return  to  fertility.  Of  greater  concern  to  many  women 
is  the  irregular  and  random  bleeding.  Also  of  concern  for  women  is  the  evidence  that  users  of 
DMPA  experience  a  decrease  in  bone  mineral  density  (BMD)  (Berenson,  et  al,  2001;  Ott,  et  al, 
2001). 

Weight  gain  is  a  very  important  clinical  issue  related  to  the  use  of  DMPA,  although  little 
controlled  information  is  available  (Cromer,  1999).  A  commonly  reported  reason  for 
discontinuation  of  DMPA  was  weight  gain  and  there  was  evidence  of  further  increases  in  body 
mass  index  for  up  to  6  months  afterwards  (Cromer,  1999).  The  average  weight  gain  after  one 
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year  of  use  was  5.4  pounds  from  an  initial  body  weight  of  136  pounds  (Depo-Provera  web  site). 
In  a  military  environment,  strict  weight  standards  must  be  met  and  for  some  women  even  a 
moderate  weight  gain  of  five  or  ten  poimds  could  put  their  careers  in  jeopardy.  When  a  military 
member  does  not  meet  weight  standards,  despite  reasonable  interventions,  she  can  encoimter 
administrative  actions,  including  written  reprimands,  promotion  denial  and  involimtary 
separation  (Robbins,  2002). 

Data  to  date  suggest  that  DMPA  has  deleterious  effects  on  bone,  especially  at  the  lumbar 
spine  and  with  long-term  use  in  young  women.  A  number  of  studies  demonstrate  that  DMPA  is 
associated  with  a  decrease  in  BMD.  Cundy,  et  al  (2003)  proposed  that  decreased  BMD  is  caused 
by  the  estrogen  deficiency  induced  by  DMPA  through  indirect  inhibition  of  ovarian  fimction. 

The  effect  of  DMPA  on  BMD  appears  to  be  greater  in  adolescents  than  in  older  women. 

Evidence  indicates  that  the  bone  loss  is  reversible  after  one  year,  however,  the  time  women  are 
using  DMPA,  ages  1 8  to  30  years,  is  exactly  a  time  when  they  should  make  a  conscious  effort  to 
build  bone  mass  for  their  later  years. 

The  use  of  DMPA  and  its  decreased  BMD  creates  a  greater  problem  for  military  women 
who  are  at  increased  risk  of  stress  fractures,  possibly  associated  with  fewer  menstrual  periods 
due  to  physical  activity  and  stress  (Winfield  &  Moore,  1997).  In  military  basic  training,  10-12% 
of  women  suffered  stress  fractures,  while  the  incidence  among  men  was  only  1-3%  with  all 
participating  in  the  same  training  (Friedl  &  Nuovo,  1992). 

Cundy,  et  al,  (1998)  foimd  that  the  bone  density  deficit  in  the  DMPA  group  could  be 
translated  into  an  increased  lifetime  risk  for  fracture  of  40-50%.  While  the  exact  reason  for  a 
higher  incidence  of  stress  fractures  among  military  women  is  not  entirely  clear  (Winfield  & 
Moore,  1997),  one  could  conclude  this  risk  should  not  be  potentiated  by  a  medically  induced 
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declining  bone  mass  density.  This  decreased  BMD  is  also  mimicked  among  women  who  suffer 
from  the  syndrome  known  as  the  female  athlete  triad,  comprised  of  disordered  eating, 
amenorrhea  and  osteoporosis.  In  this  situation,  athletic  women  involved  in  activities  such  as 
long  distance  running,  gymnastics  or  other  high  level  physical  demands,  experience  a  decrease  in 
body  mass  index  with  resultant  amenorrhea.  A  significant  concern  for  these  women  is  also  a 
decrease  in  BMD  secondary  to  the  decrease  in  endogenous  estrogen.  There  are  a  small  number 
of  studies  showing  that  athletes  with  a  history  of  OC  use  may  have  a  decreased  risk  of  stress 
fracture  (Hobart  &  Smucker,  2000). 

In  clinical  practice,  depression  is  still  considered  a  side  effect  of  DMPA,  yet  we  have  a 
dearth  of  studies  evidencing  this.  In  the  1970s,  some  clinical  trials  of  DMPA  suggested  negative 
mood  changes  in  a  percentage  of  women,  however  concerns  have  been  raised  regarding  design 
flaws  of  those  studies.  There  is  now  a  growing  body  of  literature  that  has  yet  to  find  an  impact 
of  DMPA  on  mood  (Cromer,  1999). 

Once  DMPA  is  discontinued,  there  is  a  delayed  return  of  fertility  of  approximately  6  to 
12  months  (Hatcher,  et  al,  1998).  This  is  unique  to  DMPA  and  not  replicated  with  the  other 
forms  of  contraception.  This  can  cause  significant  problems  for  the  military  woman  who  desires 
to  carefully  plan  her  pregnancies.  A  military  woman  may  space  her  childbearing  between 
vulnerable  deployment  timings  or  secondary  to  an  assignment  where  she  is  at  low  risk  for  being 
deployed.  In  these  cases,  a  more  rapidly  reversible  form  of  contraception  would  better  serve  her. 

When  DMPA  is  used  for  9-12  months  and  administered  in  a  timely  fashion  (every  three 
months),  more  than  half  of  women  will  experience  a  significant  decrease  in  the  amount  and 
duration  of  menses.  Therefore,  for  these  women,  it  can  also  be  considered  an  option  for  period 
suppression.  While  DMPA  may  be  the  right  choice  for  women  who  are  unable  to  tolerate 
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estrogen  or  who  choose  not  to  take  estrogen  while  breastfeeding,  it  is  not  necessarily  the  ideal 
choice  to  meet  specialized  needs  of  military  women. 

Implementation  of  Commander’s  Policy 

The  use  of  continuous  hormonal  contraceptives  for  period  suppression  as  well  as  the 
prevention  of  pregnancy  should  be  made  available  to  all  women  upon  entering  military  service 
and  throughout  their  military  careers.  Classes  that  outline  all  available  options  for  period 
suppression  and  contraception  should  be  presented  on  a  regular,  on-going  basis.  This  will  allow 
military  women  to  be  well-informed  of  the  risks  and  benefits  of  all  methods  of  contraception  and 
to  remain  up-to-date  as  progress,  relevant  studies  and  changes  take  place.  Education  regarding 
the  short  and  long  term  health  benefits,  as  well  as  the  risks,  of  hormonal  contraceptives  should  be 
elucidated.  Access  to  information  and  care  should  begin  upon  entry  into  the  military,  to  include 
female  cadets  at  the  imiversity  level.  An  important  aspect  of  this  policy  will  be  the 
acknowledgement  that  a  decision  to  use  contraception  or  period  suppression  is  always  a 
woman’s  personal  choice  and  not  a  requirement  of  military  service. 

Proactive,  advanced  planning  is  needed  for  military  women  to  effectively  initiate  and 
maintain  period  suppression.  During  the  Persian  Gulf  conflict,  women  reported  they  were  told  to 
stop  taking  OCs  as  they  would  not  be  needed  or  would  not  be  available  (Hanna,  1992).  Hines 
(1992)  also  recounted  that  many  discontinued  use  of  their  OCs  upon  deployment  resulting  in  an 
increased  complaint  of  abnormal  bleeding.  These  women  may  have  correctly  assumed  they  did 
not  need  contraception  while  deployed,  but  did  not  realize  the  many  non-contraceptive  benefits 
of  continuing  OCs  while  deployed. 

Giving  women  OCs,  DMPA  or  the  Mirena  lUD  a  week  prior  to  deployment  has  a  high 
potential  for  failure  and  dissatisfaction.  Most  methods  have  side  effects  that  disappear  over  time 


Women  in  War  19 


and  other  methods  need  time  to  ascertain  effectiveness.  OCs  should  be  trialed  ideally  for  three 
months,  DMPA  can  require  9-12  months  for  cessation  of  menses  and  the  Mirena  can  require  up 
to  one  year  for  desired  results. 

A  dedicated  allocation  of  resources,  education,  and  time  to  accomplish  this  task  would 
require  the  support  of  senior  leadership.  Implementation  of  such  an  Air  Force  wide  policy  would 
benefit  all  female  military  troops  personally  and  benefit  mission  accomplishment  globally. 
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